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CHAPTER I 
INTRODUCTION 
Arthritis in all of its forms is "the most important chronic 
11 
disease in the United States in volume and number of dependent ill.u 
Rheumatoid arthritis and osteo-arthritis account for about 70 per cent 
of all arthritis. Rheumatoid arthritis has been referred to as the 
most 1'ravishing'' or "devastating" form of arthritis. 
"The magnitude and seriousness of the problem of chronic 
rheumatic disease has in recent years become clearly evident. 
Its high incidence is appalling. Actual count reveals more 
cases of chronic rheumatic disease than of Bright's disease, 
tuberculosis, and cancer combined. We may derive but feeble 
consolation from the fact that chronic arthritis does not 
shorten life, for it can drain off much that lends value to it, 
substituting discouragement, physical suffering, ~d dependence 
for buoyancy, health, and economic independence."at 
Although rheumatoid arthritis may occur at any age, most are 
:;; 
stricken between the ages of 20 and 45, the "productive years.u 
Three times as many women have this disease as men. Rheumatoid 
arthritis is a painful, "systemic disease" which usually has crip-
pling effects, in most cases is chronic and brings with it many social 
problems. Although there has been an increasing amount of research 
11 National Headquarters, The Arthritis and Rheumatism Foundation, The 
Arthritis and Rheumatism Foundation, What It Is, New York. 
gj H. M. Margolis, "Care of the Patient with Rheumatoid Arthritis,w 
The Family (January, 1945),25:323. 
:;/ National Headquarters, The Arthritis and Rheumatism Foundation, 
~· cit., P• 1. 
1 
in the last few years, little is known about its etiology or cure. 
The Arthritis and Rheumatism Foundation, which was organized to pro-
mote research and education in arthritis and to provide more and 
better clinics and home-care programs for arthritics, has estimated 
that t•with proper facilities, early diagnosis and care, 70 per cent 
of those who contract rheumatoid arthritis can be saved from crippling 
Jj 
deformities." Those with advanced cases can be helped and rehabili-
tated providing they have proper facilities and doctors with special-
Y 
ized knowledge for treatment. 
Rheumatoid arthritis appears to develop after a person has been 
under physical and emotional stress and strain. It appears to "hit 
the hardest at those who work the hardestu and those who cannot afford 
21 
the full cost of treatment. There may be periods of unemployment 
or loss of efficiency on the job. When symptoms become severe enough 
to consult a physician, long periods of bed-rest and hospitalization 
are often recommended. Most patients are given strict treatment 
routines after the inflammation and pain have begun to subside. In 
all but t hose few acute cases where the illness has been treated and 
the symptoms have disappeared, rheumatoid arthritics are expected to 
follow routines of exercise, varying amounts of rest each day, diets, 
the use of various devices such as splints and braces, and routine 
1/ National Headquarters, The Arthritis and Rheumatism Foundation, 
.QI2.• cit., p. 1. 
Y Ibid., P• 1. 
2/ National Headquarters, The Arthritis and Rheumatism Foundation, 
Arthritis, New York. 
2 
medical check-ups. If their occupations have been strenuous or have 
involved physical labor, they are often advised to seek new employment. 
In those cases where the patients have become permanently crippled 
I 
and deformed, provisions have to be made for nursing care either at 
home or in a nursing home. 
In addition to the problems which this chronic disease presents 
to its victims and the adjustments which have to be made are the al-
ready underlying emotional problems which are believed to be factors 
in the onset and particularly the exacerbations of this illness. 
Help with these problems is of prime importance in treatment of the 
disease. 
Purpose.--The patient with rheumatoid arthritis is faced with 
many problems of social, emotional, and economic importance to them-
selves and their families. The social worker is an important member 
of the medical team in the treatment of the rheumatoid arthritic 
patient in her focus of helping the individual with these important 
problems. The role of the medical social worker in a hospital setting 
is that of using generic casework principles ~~d skills in helping 
the patient in the restoration of health and prevention of personal 
J/ 
and family deterioration as a result of the disease or handicap. 
y' Frances Upham, A Dynamic Approach to Illness , .FE>m..ily Serv;i.ce 
Association of America, New York, 1949, P• 43. 
3 
~edical Social Work is social work practiced in medical and 
health agencies to facilitate the patient's use of the service. 
Its distinct contribution to medical care is through services 
concerned with social factors that may affect the individual 
patient's adjustment to illness or his utilization of the medical 
or health services available to him.tt~ 
The special responsibility of the medical social worker is ~atten-
tion to the patient's social and emotional problems as an integral y 
part of treatment." 
"In essence, the social worker ' s contribution is based upon 
an understanding of the dynamics of human behavior, upon an 
ability to translate this understanding as it applies to the 
individual patient, and upon special competence in guiding him 
toward maximal adjustment to his illness in the light of the 
limits it imposes. st.J/ 
In recent studies which have been made on the care and rehabilita-
tion of rheumatoid arthritics the social worker has been found to 
occupy an important role 11in helping to coordlnate the manifold prob-
Y 
lems in the management of this disease." In the discussion of 
findings in a recent study of the medical and social aspects of 
rheumatoid arthritis, the social worker was found to have played an 
important role in the treatment process. 
"There appears to be a close relationship between improve-
ment in health and functioning capacity and betterment in social 
circumstances assessed by the medical social worker at follow-up. 
Jl Dora Goldstine, "Medical Social Work," Social Work Yearbook, 
American Association of Social Workers, New York, 1951. 
Y Minna Field, "Role of the Social Worker in a l-1odern Hospital,"1 
Social Casework (November, 1953), 34:398. 
:J/ Ibid., P• 398. 
tv' H. M. Margolis, ~· cit., P• 324. 
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••• Much of the success of social and economic rehabilitation 
in these patients could be directly attributed to action on their 
behalf by the medical social worker during and after their stay 
at the hospital. There is no doubt in our minds that the ser-
vices of a skilled medical social worker, keenly interested in 
the particular problem of the crippled patient, and with suf-
ficient time to study their needs, are of inestimable value • 
••• The medical social worker occupies a keY. position in the 
organization of long-term care and follow-up. ~!l 
The purpose of this study is an investigation of casework with 
rheumatoid arthritic patients on an in-patient basis in a hospital 
setting. 
The research questions are: 
(1) For what reasons are rheumatoid arthritic patients referred 
to Social Work Service? 
(2) A. What does the casework involve with those patients who 
request specific, tangible services such as help in finan-
cial planning and discharge planning? 
B. Is there a further attempt on the part of the social 
worker for a full evaluation of the patient's personal and 
social adjustment and treatment possible? 
(3) What is the social worker's role in working with those who 
are referred· for a social study (exploration of the social 
and emotional situation) or support to the patient in his 
adjustment to his illness? 
l/ J. J. Ruthie, M. Thompson, M. M. Weir, and W. B. Fletcher, 
"Medical and Social Aspects of the Treatment of Rheumatoid Arth-
ritis," Annals of the Rheumatic Diseases (June, 1955),14. 
5 
(4) What are the problems of the rheumatoid arthritic patient 
as the patient sees them and what help, if any, does he 
ask of the social worker? 
(5) A. What are the problems as the social worker sees them? 
B. What is her role in helping the patient to become aware 
of them and make a satisfactory adjustment to them? 
Scope.--The 34 cases used for this study are those patients with 
the primary diagnosis of rheumatoid arthritis treated in the Boston 
Veteran's Administration Hospital and known to Social Work Service 
during the period of June, 1952, when the hospital opened, to October, 
1955. During this period, 245 patients were discharged with this 
diagnosis. Of these 42 were known to Social Work Service during the 
time they were being treated in the hospital. Those cases whose 
social work service records were available were used. This included 
the entire group from January, 1954, to November, 1955, and half of 
the 16 cases before this period. 
Method of study.--A list of the patients discharged from the 
hospital with the primary diagnosis of rheumatoid arthritis was ob-
tained from the Medical Records Library. These patients were then 
looked up in the Social Work Service file which contained all of the 
patients kno~~ to this service. After the list of rheumatoid arthritic 
patients known to Social Work Service was compiled, the social work 
service records were drawn from the files and the medical records of 
these patients were obtained from the Medical Records Library. 
6 
Using the schedule included in the appendix, the information was 
compiled from the medical and social work service records. A resident 
in internal medicine at the Boston Veteran's Administration Hospital 
r eviewed the medical information charted in this thesis to describe 
the amount of disability. 
Limitations.--In the group studied, those rheumatoid arthritic 
patients treated at the Boston Veteran's Administration Hospital and 
referred to Social Work Service, the sampling is not necessarily 
random nor representative of the group due to the fact that eight out 
of the 42 social work service records of these patients were not 
available. 
The findings cannot be cons~dered applicable to the entire popu-
lation of hospitalized rheumatoid arthritics because of the special 
hospital privileges veterans have. Because of the cost of hospitali-
zation many arthritics are treated on an out-patient basis and follow 
the treatment routines and bed-rest at home. If they are hospitalized 
it is usually for shorter periods of time. 
There is no means of follow-up of these patients by the social 
worker after the patient is discharged from the hospital except in 
special cases where patients were asked toreturn to the artr~itis 
clinic after a certain period of time following discharge. There is, 
however, no out-patient clinic. 
The cases used were obtained from the social work service records 
which were not necessarily focused on the information needed for the 
7 
comparative purposes of this thesis. The information recorded and 
style of recording differ according to the individual social worker 
and the focus and intent of the referral. 
The judgments made regarding the casework presented in the thesis 
are those of the writer. These findings were not judged by others 
in the field. Only material which was presented in the medical and 
social work service records was used. 
The setting.--A brief description of the Boston Veteran's Admin-
istration Hospital and the Social Work Service Department is necessary 
in order to explain the unique features of the treatment opportunities 
for the group served which are not generally true for the entire popu-
lation. 
The Hospital is a general medical, surgical and neuro-psychiatric 
hospital established to provide a program of treatment, teaching and 
research for veterans of the armed services of the U.S.A. ''A veteran 
is generally eligible for admission if he has any war service and was 
!I 
discharged from the Armed Forces, other than dishonorably. n 
Admission to the Hospital is dependent on medical need as determined 
by the admitting physician and by legal eligibility as determined by 
the registrar. The veteran is required to sign a statement which says 
that he cannot afford other hospitalization. Hospitalization at the 
!/ Boston Veteran's Administration Hospital, Social Service Manual, 
unpublished manual, P• 4• 
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Boston Veteran's Administration Hospital is free to the veteran. A 
veteran deemed to need hospital treatment for a service-connected dis-
ability has priority on admission. 
Especially important in the treatment of the patient with rheuma-
toid arthritis is the Physical Medicine Rehabilitation Service which 
includes occupational therapy, physical therapy, corrective therapy, 
manual arts therapy, and educational therapy. There is also a Voca-
tional Counseling Service, of which the ~major aim and specific 
function is to assist patients in re-establishing their occupational 
potential for gainful employment." The Special Services, which include 
recreational services, the library, chaplaincy division, canteen, 
barber shop, post office, are particularly helpful to the patient with 
a lengthy hospitalization. 
The Social Work Service staff consists of the Chief of Social 
Work, Administrative Assistant in charge of Research, Medical and 
Psychiatric Case Supervisors, medical and psychiatric staff workers, 
and social work students. The Social Work Service Department works 
in team relationship with other disciplines to aid in th~ treatment 
and care of the patient through referrals from the doctors, members 
of hospital staff, the patients, their families, and community 
agencies. 
nThe Social Work Service Department is an integral part of 
the hospital team responsible for the treatment of ill veterans. 
The function of the social worker is to help the patient meet 
the challenge of illness and its related problems. This is 
accomplished by helping the patient handle personal, emotional and 
9 
environmental problems which might limit the effectiveness of 
medical treatment, impede his recovery or prevent maximum social 
adjustment after discharge. 
The social workers are responsible for casework treatment 
of patients whose referrals are accepted for casework help. It 
is recognized that as director and coordinator of the team, the 
doctor has final responsibility for the patient's treatment. 
The doctor regards the worker as a specialist in the field and 
so will delegate the major planning and direction of the patient's 
social treatment to him. At the same time, the doctor wishes to 
be kept informed of the worker's observations, activities and 
plans. The doctors and the social workers facilitate the treat-
ment by keeping each other informed of the medical picture and 
future plans for the patient. In conferences, either regularly 
scheduled or individually arranged, the doctor and social worker 
share their medical and social data formulating general goals 
of treatment with due recognition of the limitations and po-
tentialities of the patient involved.''J/ 
In this hospital there are good opportunities for treatment of 
the rheumatoid arthritic who could otherwise not afford hospitaliza-
tion, particularly for the lengthy periods of treatment very often 
required. 
J/ Ibid., PP• 23, 24. 
10 
CHAPTER II 
RHEUMATOID ARTHRITIS 
Rheumatoid arthritis is a painful, crippling disease, a systemic 
disease which affects not only the joints but the whole body. 
~eumatoid arthritis is a chronic disease of the joints 
characterized by infl8IIIIllatory changes in the synovial membrane 
and periarticular structure and atrophy and rarefaction of the 
bone. In the earlier stages the disease manifests itself as a 
migratory swelling and stiffness of the joints; i~ 1the latter 
stages, by more or less deformity and ankylosis."lr 
It manifests itself in many ways, usually beginning with symptoms 
of fatigue, muscular stiffness, loss of weight and a general feeling 
of not being well. There also may be periods of depression and 
erratic temperature elevation. One or more of the joints become 
painful or swollen and sometimes may be initially severe enough to 
disable the individual so that he seeks medical care. In other cases, 
the symptoms may be mild and recurring with gradual swelling and in-
creasingly painful joints. In a few cases there is an acute, inflam-
matory onset with high fever and swelling of the joints and severe 
pain. All joints of the body may be affected, with thickness and 
growth on the joints and muscular atrophy, may become stiff and 
finally permanently damaged if not treated in time. This may dis-
appear completely, but usually recurs after several months or years. 
l/ R. Cecil, Textbook of Medicine, 7th Edition Revised, W. B. Saunders 
Company, Philadelphia, 1948, P• 1428. 
ll 
The prognosis of those patients with rheumatoid arthritis varies 
from complete remission of all symptoms, to arrest at a stage of the 
development of disability, to permanent damage of all joints causing 
complete disability and confinement in bed with dependence upon 
11 
nursing care, to a rapidly progressing terminal illness. 
The etiology of rheumatoid arthritis is not known nor is there 
a definite cure. There are many theories and an increasing amount 
of research is being done. 
"Causes: To date, basic research into the causes of rheuma-
toid arthritis has been disappointing. There are still many 
wide gaps in our knowledge. But this much is known: The back-
ground of rheumatoid arthritis is usually one of chronic stress 
and strain. 
Heredity, fatigue, lowered physical resistance, emotional 
stress and strain, injury, shock, poor personal hygiene, ex-
posure to dampness and cold, and chronic infections are among 
the possible contributing causes for rheumatoid arthritis. No 
specific parasite o~ ~erm has been isol ated which can be blamed 
as the only cause."~ 
Some striking constitutional signs are anemia, the appearance 
of chronic illness and undernourishment. Some patients are markedly 
:Y 
emaciated. 
Present treatment consists of the use of drugs and hormone 
therapy to cause disappe?Tance of symptoms and relieve pain; physical 
therapy, including exercise and heat, to reduce disability and prevent 
11 Metropolitan Life Insurance Company, U.S.A., Arthritis, 1955. 
Y' National Headquarters .Arthritis and Rheumatism Foundation, What 
You Should Know About Arthritis, New York. 
Jl R. Cecil, QR• cit., P• 1428. 
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or minimize crippling effects; splints, braces, and other devices to 
prevent deformity; various amounts of bedrest, particularly in the 
active stage; a proper, well-balanced diet; surgery to correct de-
formities; and psychotherapy. Frequently in severe or active cases 
long periods of bedrest and, if possible, hospitalization are pre-
scribed. Home care programs and doctor or clinic visits are part of 
the treatment process. For the large proportion of rheumatoid 
arthritics, who have a chronic or recurring disease, this is a life-
time or, at best, a long-term program. 
"Heat, massage, therapeutic exercise, occupational therapy, 
and various assistive and supportive devices are of proved value 
in the management of rheumatoid arthritis• Used properly, they 
reduce disability and prevent or minimize the crippling effects 
of the disease. A long-term treatment program must be planned 
for each patient. During his stay in the hospital he must 
become oriented to his disease, must be taught certain tech-
niques of heat, massag~ , exercise, and must be persuaded to 
cooperate in a home treatment program that is to continue for 
a long period of time."l/ 
An important factor in the causation and exacerbation of rheuma-
toid arthritis is physical and emotional stress and strain. The 
exact role which, particularly, the emotions play is in controversy. 
In a standard textbook of medicine one of the precipitating factors 
mentioned is •a severe physical or emotional shock which often 
precedes the onset. A death in the family, a difficult labor, a 
surgical operation or some business calamity is often mentioned as 
1( James W. Rae, Jr., and Leonard F. Bender, "Treatment of Patients 
with Rheumatoid Arthritis by Physical Means," The Journal of the 
American Medical Association (February 25, 1956), 160:611. 
13 
!I 
having occurred just before arthritis developed.n 
Dr. Altschule, in his review of the literature and research in 
psychosomatic medicine, Bodily Physiology in Mental and Emotional 
Disorders, finds no indications that psychic or emotion81 factors 
cause the disease, but feels that there is evidence that arthritis 
is aggravated by emotional disorders. 
n ••• Rheumatoid arthritis of the hands and feet is also demon-
strably influenced by emotions, and excessive sacral vasocon-
striction in this disease has actually been demonstrated. 
It seems to be established that emoti on, acting by way of 
muscular spasm and vascular changes, aggravates the manifestations 
of arthritis, in some patients these f actors are more important 
than inflammatory changes in the joints. In all cases, treat-
ment must take into account changes caused by emotion--a state-
ment applicable to any disease but especially where chronicity 
is the rule and no specific therapy exists. ny 
The theory in psychosomatic medicine is that rheumatoid 
arthritis is nthe expression of an unconscious conflict by somatic 
changes in the voluntary muscles. These muscle spasms and increased 
muscle tonus, under certain conditions may precipitate an arthritic 
21 
attack." 
1
'We surmise that inhibited hostile impulses lead to in-
creased muscle tension. The hostile impulses seek discharge by 
muscle contractions, but their inhibition leads to simultan-
eous increase of the tonus in the antagonist muscles. This 
simultaneous activation of antagonists may traumatize the joints 
1/ R. Cecil, .QQ• cit., p. 1.428. 
Y Mark D. Al tschule, Bodily Physiology in Mental and Emotional 
Disorders, Grune and Stratton, New York, 1953, P• 29. 
J/ Franz Alexander, Psychosomatic Medicine, W. W. Norton and Company, 
New York, 1950, P• 494. 
14 
and favor an already existing dis~~se process which perhaps has 
an as yet unknown somatic basis."~ 
Psychosomatic theory is based on the psychodynamic theory of the 
development of the individual. Psychotherapy is being used presently 
in the treatment of rheumatoid arthritics. 
"As a general psychodynamic formulation of precipitating 
causes and exacerbations, we postulate a predisposing person-
ality factor which develops as the result of excessively 
restricting parental attitudes. In the little child the most 
primitive expression of frustration is random motor discharge. 
If, through punitive measure, this discharge becomes associated 
with fear and guilt, then in later life whenever fear and guilt 
arise there results a psychological 1 strait-jacket1 • These 
patients try to achieve an equilibrium between aggressive im-
pulses and control. They learn to discharge aggression through 
muscular activity in acceptable channels: hard work, sports, 
gardening, actively heading the house. They also learn to 
relieve the restrictive influence of the conscience by serving 
others. Whenever this equilibrium is disturbed by specific 
events which interrupt the adaptive mode of discharging hos-
tility and relieving guilt, the chronic inhibited agression 
leads to increased muscle tonus and in some way to arthritis."6/ 
Schless, in her article on casework with the arthritic patient, 
presents the wide-spread theory that the arthritic is "essentially a 
hostile person, so fearful of the intensity of his resentment that he 
unconsciously encases his joints 'in concrete' so that he cannot 
:21 
strike out against the world. 11 She also notes in arthritic 
patients, "a resistance to taking help expressed not only verbally 
but in the very tenseness of the patient's body, a total defense 
.J/ Ibid. , PP• 2(17, 208. 
Y Ibid., PP• 205, 206. 
'J/ Bessie G. Schless, "Social Casework Services to the Arthritic 
Patient, 11 The Family (January, 1945), 25:.3.36, .3.3.3. 
15 
in which mind and body join. There is frequently denial of any 
v 
problems or need of help. 11 Hertzmann also notes that although 
arthritics attempt to deny problems, they often nbring out anxiety y 
lest they may never improve.~ 
Much has been written about unconscious conflicts, personality 
factors, precipitating events and immediate unconscious behavior of 
rheumatoid arthritics. Difficulties in past heterosexual adjustment, 
dependency wishes, feelings of rejection or loss of love, masochistic 
traits, and pent-up hostility and aggression have been noted in 
studies on the psychogenic makeup of the arthritic patients. 
Margolis believes that certain neurotic trends and morbid anxiety 
in arthritics are indicated by these studies and points out the 
difficulty of the patient who may have these emotional problems 
in adjusting to the chronic, crippling effects of this illness. 
nThe reaction to the disease is often one of resentment tinged 
21 
with shame at the loss of self-esteem through physical deformity. 11 
As pointed out previously in this chapter, there is a great 
deal of controversy about the effect which emotions and particularly 
neurotic trends have in the causation of rheumatoid arthritis. 
However, there is no doubt that the effects of its disabling and 
J/ Ibid., P• JJJ. 
Y Jeanette Hertzmann, "Casework in the Psychosomatic Approach,u 
Journal of Social Casework (December, 1946), 27:299. 
Jl H. M. Margolis, QR• cit., P• 324. 
• 
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chronic nature can produce emotional and social strains on the 
individual. In those rheumatoid arthritics who are emotionally 
disturbed in some way, the effects of the illness may be extremely 
disturbing to them, even though in some cases the disability may 
fit into their unconscious wishes. These factors should be 
recognized and worked with in the treatment process. 
17 
CHAPTER III 
THE GROUP OF ARTHRITIC PATIENTS 
In this chapter, a description of the group of arthritic · 
patients will be presented according to their ages and sex, age at 
onset of illness, length of hospitalization, degree of disability, 
employment status, plans for living arrangements after hospitaliza-
tion and financial status. The purpose of presenting this material 
is to show the problems which the illness presented to this group 
of patients as a whole and a comparison of this group to others 
studied as presented in the introductory chapters. 
Age and sex.--The ages of the patients at the time of this study 
ranged from 24 to 79. As can be seen in Table 1, almost 60 per 
cent of the patients were between the ages of 24 and 43, "the 
produc-tive years. 1' 
18 
Age 
24 -- 33 
34 -- 43 
44 -- 53 
54 -- 63 
64 -- 73 
74 -- 79 
Table 1. Age Distribution, at Time of Study, 
According to Sex 
Female Male 
2 13 
5 
1 2 
1 8 
1 
1 
Total 4 30 
Total 
15 
5 
3 
9 
1 
1 
34 
As can be seen from the chart, four of the 34 patients are women, 
which means that there are seven-and-one-half times as many men as 
women. This is due to the type of hospital in which these patients 
were studied. The hospital serves veterans of the Armed Forces. 
The proportion of men greatly exceeds that of women in the service. 
All of the patients studied were white. 
Age at onset.--The age at onset of rheumatoid arthritis for the 
group studied ranged from 18 to 78. Seventy-four per cent of this 
group became ill with rheumatoid arthritis between the ages of 18 
and 43• 
19 
Table 2. Age at Onset of Rheumatoid Arthritis 
in Relation to Military Service 
Age In Service After Service 
Before 24 4 3 
24 --- 33 7 5 
34 --- 43 3 3 
44 --- 53 2 
54 --- 63 5 
64 --- 73 1 
74 --- 78 1 
Total 14 20 
Total 
7 
12 
6 
2 
5 
1 
1 
34 
, Forty-one per cent of the group had their first attacks of 
arthritis in the service and therefore were eligible, if they had 
been in the service over 90 days, for service-connected disability 
compensations. Almost 50 per cent of the patients had had rheuma-
toid arthritis for ten years or more. Over 30 per cent of the 
patients had had from one to four known previous hospitalizations. 
Length of hospitalization.--In Table 3, the length of the 
hospitalization at the time of social service contact is given. 
20 
Table 3. Length of Hospitalization 
1-2 11 
3-4 9 
5-6 3 
7-8 1 
9-10 2 
11-12 2 
Over a year 5 
Unknown 1 
Total 34 
About one-third of the patients were hospitalized for six months 
or longer. Almost one-sixth of the patients were hospitalized over 
a year. 
Disability.--The degree of disability is difficult to determine 
due to the nature of the illness. In order to give a general picture 
of the amount of disability, in Table 4 the group has been divided 
into six categories based on information from the medical recor~~ 
This material was also judged by a resident in internal medicin~ 
at the Boston Veteran's Administration Hospital. 
21 
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Table 4. Degree of Disability 
Degree of Disability NumbQr ciT -Patients 
No disability 2 
l{inimal disability 6 
Moderate disability 15 
Severe disability 6 
Bed-ridden · 3 
Terminal 1 
Unknown 1 
Total 34 
The first category, no disability, includes those patients who 
had had either acute attacks which had undergone complete remission 
with no residual joint damage or those with minimal rheumatoid 
activity, no joint damage and the possibility of complete remission 
symptoms. 
Category two, minimal disability, includes those who were 
disabled in a minor way which would not ordinarily interfere sub-
stantially with activity, who may have occasional pain and inflam-
matory activity, and who may have had some slight joint damage. 
Under moderate disability is included those who had joint 
damage which impedes certain activities and may require them to use 
crutches, canes, braces, bandages, etc. This group also includes 
those with chronic, inactive Marie-Strumple arthritis (rheumatoid 
arthritis of the spine) whose spines are completely fused. These 
arthritics can care for themselves and are able to perform a job not 
requiring strenuous physical effort. 
In the next category the patients were severely disabled to the 
extent that they could not work but yet they could do many things 
for themselves. They could ambulate on crutches or in wheelchairs 
but required help in activities such as dressing or bathing them-
selves. 
Those who were bed-ridden could not get out of bed and required 
nursing care for treatment, bathing and often eating. 
The patient with terminal illness dieg while in the hospital. 
As is shown in Table 4, in the group of 34 rheumatoid arthritic 
patients studied, 24 per cent had little or no disability and 
probably would be able to live the same type of life as they had 
lived previous to their attack except for attention to a treatment 
regimen of rest, proper diet, relaxation, and exercise. Those 
cases who engaged in particularly strenuous work might have found 
it better to change to less demanding jobs. 
Forty-four per cent of the patients were moderately disabled 
which means that they would probably have to modify their pattern 
of living, and their work if it had previously required physical 
labor. 
Approximately 30 per cent were handicapped to the point where 
they could not work and some could not take care of themselves. 
Employment status.--As can be seen in Table 5, 50 per cent of 
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the patients had been engaged in skilled occupations before becoming 
ill with rheumatoid arthritis. Only 20 per cent were in the business, 
professional, clerical and sales occupations which generally would 
involve less physical exertion and which would offer . better oppor-
tunities for return to work with a physical di sability. Over a 
third of the patients had been unable to work or worked only part-
time before hospitalization. 
Table 5. Occupational Status Before and After Hospitalization 
Ability Necessary or Limited Amount 
Occupation Before Hos- to Advised Change of Work--Same 
pitalization Continue of Occupation Occupation 
Professional 1 1 
Business 1 1 
Clerical and 5 3 Sales 
Skilled 17 1 9 
Semi-skilled 2 1 
Unskilled 2 1 
Military 1 Service 
Housewife 3 2 
Retired 2 
Total 34 6 10 3 
As can be seen in Table 5 only six, possibly seven,patients 
were able to go back to the same occupation full-time after has-
. ! 
pitalization. Six of these patients were in the professional, 
business., and clerical and sales occupations. The other was a 
skilled, electronic technician. Ten patients were not able to con-
tinue the same type of work, but were able to perform other types 
of work entailing less physical activity--sedentary jobs, etc. Nine 
out of the ten had been in skilled occupations. The three who could 
continue the same occupation with limited activity consisted of 
those whose occupations enabled them to do this--two housewives and 
one maintenance man. Forty-one per cent of the patients were unable 
to go back to any type of gainful occupation. Of this group two 
had reached retirement age and no longer needed to go back to work. 
One was approaching retirement age and therefore different employ-
ment was not considered. 
Living arrangements.--As can be seen in Table 6, only four 
patients required outside nursing care or nursing home placement 
after hospitalization. 
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Table 6. Marital Status and Living Arrangements after Hospitalization 
Live at Home Live with 
Marital (with spouse or Relatives 
Status parents) or Others 
Married 
With 1 Spouse 
With 
Spouse & 17 Children 
Divorced 
Single 8 . 
Total 18 8 
!Y' One patient died in the hospital. 
Live 
Alone 
1 
2 
3 
Nursing 
Home 
I 2 
2 
At Home, 
Outside 
Nursing 
Care 
1 
1 
2 
Total 
4 
18 
1 
10 
----w' 
33 
As can be seen from Table 6, it was only necessary to place two 
patients in nursing homes. In these cases, one wife was elderly, 
could not care for the patient, , and the physical arrangement of the 
home was unsatisfactory., In the other case, the patient had had 
a fluctuating relationship with his wife,and their apartment, with 
only one hot plate, was not sufficient for preparation of the proper 
diet for the patient who could not get out to eat. Two patients who 
were married were able to get along at home with the families' help 
and the services of the Visiting Nurse Association. 
In only three other instances did the patients find it necessary 
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to change their living arrangements. These patients made satisfactory 
arrangements to live with relatives. Three patients were interested 
in making arrangements to move to a warmer climate. 
Financial status.--No attempt will be made to show the sources 
of income for these patients before or during hospitalization due to 
the comple~ty of the various forms of aid received and combinations 
of aid and self-support. However, a comparison can be made between 
those known forms of aid received before hospitalization and those 
during hospitalization. There is no record of how these patients 
managed after hospitalization. However, it appears probable that 
those patients who received aid before and during hospitalization 
would be able to continue until they were able to work again or 
make other arrangements if necessary. 
A brief description of the forms of financial .aid provided by 
the Veteran's Administration is necessary first. Service-connected 
compensations are given to those veterans who incurred a disability 
while in the service and are scaled according to the degree of dis-
ability. Non-service-connected pensions are provided for those 
veterans who are unable to work full-time due to a disability not 
related to the service. Veteran's Service Aid is a state-administered 
form of financial assistance for veterans and their families who are 
in financial need. 
Before hospitalization, two patients were receiving non-service-
connected pensions. During hospitalization, six patients were 
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receiving this help. 
Before hospitalization, one patient was receiving public 
assistance. During hospitalization, nine patient's families were 
receiving Veteran's Services Aid. 
In three cases patients were known to be depending on relatives 
for financial help during hospitalization. 
Six wives were working to support their families whereas four 
had been working before. Three sons were also known to be contri-
buting to the family where they had not before. 
Thirty per cent of the patients were known to have service-
connected compensations (not necessarily for rheumatoid arthritis). 
Before hospitalization, 30 per cent depended on outside sources 
of financial help other than service-connected disability compen-
sations. In three of these cases wives contributed to the support 
of the family. 
During hospitalization, 53 per cent of the patients had to 
depend on outside support other than service-connected disability 
pensions. Only 29 per cent of the patients had their own resources, 
siclcness benefits, savings or their wives working. 
As can be seen from Table 6, over one-half of the patients had 
children in the home. In all of these cases, with the exception of 
three whose older teenage sons helped in the support of the house-
hold, children were dependent upon their parents for support. 
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CHAPTER IV 
REASONS FOR REFERRAL AS SEEN IN THE CASE RECORDS 
In the preceding chapters, the social and emotional problems 
involved in rheumatoid arthritis and the function of a medical social 
worker in a hospital setting have been described. In this chapter 
the 34 cases will be briefly presented according to the reason for 
referral to social service. In the case summaries the problems 
for which the patient seeks help, the social worker's activity 
and the patient's adjustment to his illness and handicap will be 
included as concisely and completely as possible from the material 
in the case records. 
As can be seen in Table 7, 26 per cent of the group were 
referred for assistance in financial planning. In this group of 
ten cases, seven patients had mentioned financial difficulty either 
to the doctor, social worker, or other hospital staff. In the 
remaining three cases, the doctor referred the patient to social 
work service because he thought that the patient might have 
financial difficulties due to his lengthy hospitalizations. 
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Table 7. Referrals to Social Work Service 
Referr,ed by: 
other 
Reason Doctor Consulting Hospital Self or . Total 
Psychiatrist Staff Family 
Help . in 
financial 
planning 5 2 3 10 
Help in 
discharge 
planning 10 10 
Help with 
family 
problems 2 1 3 
Help in 
obtaining 
psychotherapy 1 1 
Casework help 
in adjustment 
to illness 4 4 
Diagnostic 
social study 5 1 6 
Total 26 2 3 3 34 
Twenty-six per cent of the group were referred for help in dis-
charge planning. In three of the ten cases the doctors felt that 
the patient might need help in planning because (1) he would not be 
able to return to work, (2) the patient would have to change his 
occupation or, (3) his activity would be restricted. In four of the 
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cases the doctors referred patients for preparation for discharge 
and help in making various adjustments in planning for discharge. 
Three of the patients needed nursing home placement or nursing 
care at home. 
In those three cases referred for help with family problems 
were two housewives concerned about the care of their children while 
they were hospitalized and a young boy who was anxious to obtain an 
extended furlough for his brother. 
In one case, the consulting psychiatrist had recommended psycho-
therapy to a patient and requested that the social worker make 
arrangements for this. 
Approximately 26 per cent of the group were referred for 
diagnostic social studies or casework help with the patient's 
attitudes toward and adjustment to his illness. In two of the six 
cases referred for diagnostic social studies, the doctors wanted 
information about the patient and his family because emotional factors 
appeared to be hindering treatment. In four cases the patients 
appeared to be disturbed about their social situations and lengthy 
hospitalization. 
Four cases were referred for help in their adjustment to their 
illness and disability because they were either depressed or fear-
ful about their illness, or unwilling to remain in the hospital 
the required length of time. 
Referrals for financial problems.--In discussing the social work 
service referrals for help in financial planning a distinction was 
made earlier in this chapter between those who had brought these 
problems to the attention of the doctors, social workers, and other 
hospital personnel and those where doctors referred patients for in-
vestigation of their financial situation due to the expected long 
hospitalization. This distinction was made because there is a dif-
ference in the nature of the initial social service contact and 
patients' concern. 
In the three cases referred by the doctors for investigation of 
the financial situation, the patients were concerned about having to 
stay in the hospital. In two of these cases, Mr.'s A and B, the 
patients expressed concern to the social worker about how their 
families would manage while they were in the hospital and related 
this concern to financial difficulties. In both instances the 
patients and their families had made the possible financial arrange-
ments to carry them over the period of hospitalization. Mr• A's son 
was working and contributing to the home, his ~Qfe had a small in-
heritance, and he a disability compensation. 1~. B's wife had 
applied for Veteran's Services. In the third case, ~~. C felt that 
he could not stay in the hospital for the recomrnended six month 
period because "he was not one to sit back and be supported." His 
family had also gotten financial aid from Veteran's Service. 
It appears in these cases that the patients had expressed 
concern to the doctors about their long hospitalizations and related 
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this concern to financial difficulty. 
In the following brief smrunaries of the social service contact, 
the sources of the patients' anxiety and the adjustments to their 
disabilities which they were able to make are illustrated. 
Mr. A., a 62 year old carpenter who had worked only part-
time for eight years, initially presented the problem of his 
wife's financial situation. ·However, with his claim for a 
non-service-connected disability pension and his wife and son's 
income he was hel ped to realize that his finances were more 
secure than he had thought. In further contact with Mr. A., 
the worker found that his concern was his inability to work 
and his desire to be employed. With his improved physical 
condition, he became confident in his present and future 
ability to get along on what his family had. 
Mr. B., a 32 year old presser, was concerned about how 
his wife and two children were managing. His income was 
supplemented by Veteran's Services aid which he did not feel 
was sufficient. The worker investigated the situation and in 
talking with the Veteran's Service representative found that 
they were getting maximum benefits. The patient's anxiety 
stemmed from his discouragement about his illness and prognosis. 
The worker helped him to see his need for hospitalization and 
supported him in his efforts to arrange for this. He was able 
to accept the treatment plan, make provision for his family, 
and arrange a more suitable job where he would not be required 
to use his hands to the extent he had been in his former work. 
Mr. c., a 38 year old "tailor" who worked on a pressing 
machine, was concerned about the necessity of being hospitalized 
for six months and requested the worker to tell the doctor 
about this. His wife had made arrangements for financial aid. 
His anxiety stemmed from inactivity and being away from home. 
The worker had little success in reaching the patient. He had 
difficulty in accepting the treatment and tended to exercise 
too much and push himself beyond what he was supposed to be 
doing. He did not stay in the hospital the prescribed length 
of time, but did follow the treatment routine at home. 
In the remaining seven referrals for financial help, the 
patients sought advice or direct assistance in obtaining financial 
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aid. Three of the problems were of an immediate need. 
~~. D., a 28 year old electronic technician who was married 
and had a baby, was concerned because his family had not re-
ceived his insurance check, nor had their application for 
Veteran's Services been approved, and they did not have money 
for food. However, after the worker had made arrangements for 
an emergency food order, the patient learned that his ~~fe's 
family had helped them. The worker encouraged the patient to 
find out what had delayed the insurance check. Mr. D., by 
calling his place of employment, found that the check was in 
the mail. On further investigation of his situation, the worker 
found that the patient had a satisfactory job and continued 
financial benefits and was satisfied with his course and 
progress. 
In the case of Mr. E., the worker, upon investigation of 
the situation, found that this 26 year old "steel worker" had 
only his final week's pay received before hospitalization 
two weeks previously and was concerned about how he would manage 
in the event that his hospitalization extended for a long 
period of time or that he would not be able to work immediately 
when he got home. The worker referred him to the Veteran's 
Services representative for financial help. Mr. E. was not 
interested in talking about his symptoms and was discharged 
two days later. 
·In the case of Mr. F., the mother of this 24 year old 
patient referred herself to Social Work Service for advice 
about getting financial assistance while his father was in a 
mental institution. The worker told her about applying for 
Veteran's Services. Mr. F. approached the worker later and 
told her that his mother was getting along well. He seemed 
uncertain about his job and treatment but dismissed immediate 
planning. 
In the remaining four cases, the patients' financial concern 
related more to future planning, the possibility of having periods 
of unemployment, not being able to work at all, and general con-
cern over their physical conditions. 
Mr. G., a 33 year old lather, had told the doctor that he 
had financial difficulties. His family had had difficulty 
obtaining aid from Veteran's Services. The social worker was 
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in contact with the patient throughout his hospitalization. 
Various difficulties with Veteran's Services were clarified 
and arrangements were made for the families continued finan-
cial assistance. The social worker also suggested the 
patient's referral to Vocational Counseling for training in a 
sedentary occupation. The patient was able to use Social Ser-
vice and Vocational Counseling help. 
Mr. H., a 33 year old Post Office clerk, asked the doctor 
to have a social worker see him. He was concerned about how 
his wife and two children were managing because they had unpaid 
bills. He was getting a 60 per cent disability compensation 
check and $120 a month from the Post Office. However, he was 
concerned about extending his leave of absence from the Post 
Office. He felt that he would not be able to get another 
leave again and would probably need to because of the nature of 
his illness. For some reason, the interview was cut short and 
when the worker returned to see him, he had made arrangements 
for a leave himself. The worker felt that he was a control-
ling person for whom it was important to manage his own affairs. 
He had a job he could return to and although critical of the 
medical treatment, did follow the treatment plan. 
Mr. I., a 63 year old former oil company owner, was referred 
by the Vocational Counselor because he had expressed financial 
concern. There was no hope of working out an employment problem 
because of his age. Mr. I. had gotten a non-service-connected 
disability pension while in the hospital. He, his wife, and 
brother's wife were seen individually, but were vague about the 
money they had and had no motivation to seek other help. 
Mr. J. , a 58 year old maintenance man, spoke of financial 
difficulties to the doctor. When the social worker visited him, 
however, his wife had gone to work part-time and his son, who 
was living at home, was contributing to the household budget. 
The worker continued to visit him throughout his hospitalization 
as he was discouraged and anxious about his condition. The 
worker told the doctor of his anxiety and suggested he give 
Mr. J. further interpretation, which he did. Mr. J. became 
encouraged with his improvement and planned to go back to work 
part-time after hospitalization. 
Discharge planning.--Ten cases were referred by the doctors for 
help in making plans for the period after discharge from the hospital 
and for preparing these patients for this change. 
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Three cases were referred to social work service for an inves-
tigation of their situations, or social study, because of the change 
in their physical conditions which had further increased their dis-
abilities. 
In the case of Mr. K., it was doubtful that this 56 year old 
Post Office clerk would be able to work again. The doctor felt 
that Mr. K.'s home situation and ideas for the future should be 
determined. 
Mr. K., who was single and lived with his sister, had been 
able to work only part-time previous to hospitalization. In 
the first interview, the social worker found it difficult to 
get a clear picture of his situation or feeling in regard to 
the future. He was friendly, but throughout this interview 
and the few times the social worker saw him on the ward after-
wards he kept up a superficial chatter of protectiveness. The 
social worker found that he did have retirement benefits, a 
non-service-connected disability pension, and a home with his 
sister, and felt that he had made adequate plans for his 
physical needs. 
In the case of Mr. L., a 47 year old automobile mechanic, the 
doctors questioned his ability to perform the same job and referred 
his case for an investigation of his plans for employment. 
Mr. L. was married and had two young children. He had been 
unable to work for six months previous to hospitalization, and 
was living on welfare. He had gotten Veteran's Service aid 
while in the hospital. The social worker felt that although 
Mr. L. was friendly at first, he felt the need to isolate 
himself as though he wanted to evaluate himself. The social 
worker suggested to the doctor Mr. L. 1 s referral to Vocational 
Counseling where he was helped to make plans for other employ-
ment. He felt little need to talk with the social worker other 
than asking her a few questions about Veteran's Service aid. 
He followed the prescribed treatment, was encouraged by his 
progress, and was realistic in his future planning. 
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The case of Mr. M., a 65 year old unemployed machinist whose 
activity had been greatly reduced and who was expected to be de-
pendent upon a wheelchair in the future, was referred for future 
planning regarding his care. 
Mr. M., who was single, lived with a friend who was willing 
to give him the care he needed. He was preoccupied with his 
progress, found it difficult to accept inactivity, and was 
anxious to get back to work although the doctors were uncertain 
as to the improvement he could expect. He worked hard at his 
treatment routine, was satisfied with his period of hospitaliza-
tion, and did not feel the need for help. In this case, the 
worker also talked with his friend regarding his financial 
situation and care. 
In the four cases referred for help in preparing for discharge, 
none of the patients were able to work. In three of these cases 
patients had been living with relatives and referrals were made to 
determine whether their future plans were satisfactory or if they 
needed help. 
Mr. N., a 55 year old single truck driver, was referred for 
preparation for discharge and a financial review of his situa-
tion. In the first interview Mr. N. expressed concern about 
not being able to return to his brother's home and not having 
enough money. He, however, evaded the worker's suggestion of 
Veteran's Service aid and contacting his brother, and made 
arrangements to return to his brother's home later himself. 
The worker felt that his final arrangements were satisfactory 
to him. 
Mr. o., a single 50 year old former "service stove assem-
bler", had been unemployed for ten years. He was referred for 
a social study to determine "what he was returning to.• The 
social worker found that he had been living with his brother 
and sister-in-law for four years and was satisfied with these 
arrangements. 
Mr. P., a 61 year old single waiter, had been steadily 
employed for 30 years. He had been living alone. He was re• 
ferred for "help in working toward discharge.• The social 
37 
worker found that, although he said little at first, as his 
condition improved he was willing to talk about his plans more 
openly. He made satisfactory plans to live with his brother. 
However, he left the hospital with the hope of going back to 
work which the doctors felt was not possible. He also did not 
consider financial planning in the event that he could not work. 
In the case of Mr. Q. , a 60 year old married man living with a 
wife who worked, the referral was made for "an exploration of his 
feelings on being alone all day." Mr. Q. told the worker that he 
felt better since he had been in the hospital and now had "no qualms 
over being alone. 1·' 
Three cases were referred for help in making nursing-home or 
home-care arrangements. 
Mrs. R., a 61 year old patient, was living with her hus-
band and was bed-ridden. She was concerned because she could 
not find a housekeeper. The social worker arranged for one for 
her through an outside agency. Although there was a question 
as to the burden she was to others, particularly her family, 
Mrs. R. would consider no other plans but those she had had in 
the past which were satisfactory to her. 
Mr. S., a 79 year old retired patient who was unable to 
care for himself, was referred for nursing-home placement. Al-
though he was married and had been living with his wife, he 
realized that he could not go home. At his request the social 
worker referred him to the Veteran's Service agent who arranged 
for him to go to the Chelsea Soldier's Home. 
Mr. T., a 41 year old bed-ridden patient, was referred 
on two successive hospitalizations for determination of either 
nursing home placement or provisions for adequate care at home. 
He was married with two young children and his wife worked to 
support the family. During the first contact, the worker ex-
plored his feelings concerning his care and made arrangements 
for a home-care program whi.ch included a visiting nurse and 
therapist. She also talked with his wife about his care. 
Both Mr. and Mrs. T. felt that he could get along at home with 
this care. 1-.fr. T. was concerned about "keeping his independence 
and resuming his old pattern of living." During the second 
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hospitalization Mrs. T. was helped to make plans for Mr. T.'s 
continued care and was given reassurance by further arrangements 
for his care and an opportunity to work through her feelings 
of hostility and helplessness. Neither Mr. or Mrs. T. would 
consider nursing home placement. 
Casework services for other family problems.--In this group are 
three patients for whom different arrangements concerning their 
families were requested. Two of these cases were housewives and 
mothers who were concerned about the care of their children. 
Mrs. U. was a 31 year old mother of three young children. 
Her husband had been able to arrange a leave of absence to 
care for the children but had to get back to work. Mrs. U. 
did not have the money to hire a housekeeper. The social worker 
made arrangements through outside sources for a housekeeper and 
financial assistance to pay for this service. Mrs. u. was dis-
charged shortly afterwards. 
Mrs. v., a 31 year old mother of four children, although 
concerned about how her family was managing without her, had 
left the care of the children to her husband who was able to 
take the time off from his job during her hospitalization. She 
was, however, lonesome and anxious to be with her family and 
concerned about the implications of her illness. She received 
supportive help from the worker and followed through with the 
worker's suggestion that she discuss her questions more fully 
with the doctor. Because of her dissatisfaction with being 
separated from her family, she was allowed to go home for long 
periods of time during her hospitalization. Although Mrs. v. 
intellectually accepted the necessity for periods of rest and 
treatment which the social worker tried to interpret to her, 
she did not follow her regimen at home. 
A Red Cross Volunteer in the hospital referred Mr. W. 1 s request 
for assistance in obtaining an extension of a furlough for a brother 
in the Army. 
Mr. W., a 24 year old serviceman, was eager to have his 
whole family together for Christmas as his mother had hoped. 
The social worker explained that the only thing which the hos-
pital could do was to send a medical summary. l~. W. accepted 
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this fact realistically. The social worker felt that Mr. w. 
was not interested in further help and that he had satisfactions 
from his relationships with a close family and the hospital 
personnel. 
Arrangements for outpatient psychotherapy.--In this category is 
the r eferral of Miss X by her doctor at the suggestion of the 
psychiatric consultant. 
Miss x., a 53 year old former army nurse, had had to give 
up her nursing career because of her arthritis and become a 
secretary to a supervisor of nurse training. The psychiatric 
consultant was of the opinion that her general fatigue and slight 
withdrawal and depression were probably exaggerated by the meno-
pause and felt that she needed psychotherapy on an out-patient 
basis. The social worker during the week before her discharge 
saw her frequently and began arrangements for her referral. 
Miss X. was discharged before the arrangements were completed 
and made no reply to the social worker's letters. Miss X. 
denied her overconcern about her condition and need for psycho-
therapy but at first appeared willing to accept the referral. 
However, her dependency was great and she was threatened by her 
situation. She did not follow the recommendation. 
Referrals for diagnostic social study.--The six cases referred 
for a diagnostic social study by the social worker have been divided 
into two groups. Two patients were referred because it was felt 
that emotional problems were hindering treatment. In four cases a 
possibility of social problems arising out of the patients' illness 
and hospitalization was indicated. 
The first group, those with a question of emotional problems, 
includes Mr. Aa and Mr. Bb. Mr. Aa was referred for an exploration 
and evaluation of his situation. The doctors questioned his con-
dition being disabling enough to warrant his pattern of living. Mr. 
Aa was expected to need extensive hospitalization. 
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Mr. Aa was a 36 year old former laborer who had been able to 
work only part-time as an elevator operator. He had had a 
fluctuating relationship with his wife and had lived most of the 
time with his mother. He was readmitted to the hospital because 
of unsatisfactory living arrangements and poor nourishment. 
Mr. Aa made arrangements for leaving the hospital after the 
worker's first contact with him. He expressed dissatisfaction 
with his condition and ambition for himself. 
Mr. Bb was referred by the consulting psychiatrist for an out-
side history from the wife about the patient's illness. His marital 
problem appeared to be interfering with his health status. 
Mr. Bb, a 28 year old mail carrier, was living with his 
pregnant wife and two children before hospitalization. Both 
he and his wife were interviewed by the social worker. Mr. 
Bb felt ttlicked" by his illness and without ambition due to 
the persistance of pain. He was considering plans for training 
in court stenography or moving to Arizona. He "blocked" in 
discussion of family relationships. Mrs. Bb expressed a great 
deal of resentment towards her husband, did not feel that his 
illness warranted his complaints, and was not willing to go to 
Arizona unless he went first and established himself working. 
Neither Mr. or Mrs. Bb were felt to be ready for casework help. 
Mr. Bb was discharged within a mont h. 
In the four other cases referred for a diagnostic social study, 
three of the patients denied problems and need for help. 
Mr. Cc, a 40 year old, single part-time secretary and sales-
man, decided to come into the hospital after the recent death 
of his mother with whom he had been living. He was referred 
for a social study with a question regarding his income status. 
When seen by the social worker, Mr. Cc felt that everything was 
going well and was reluctant to talk about his mother's death. 
The worker saw him occasionally on the ward and he seemed to 
be adjusting well. He planned to live with his brother and 
sister after hospitalization, had hi s job, and was receiving 
sickness benefits. 
Mr. Dd, a 32 year old truck driver, was married with four 
young children. He was referred for a social study with a 
question of family problems. When the social worker saw Mr. Dd, 
he expressed impatience with his hospital course. His restlessness 
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appeared to stem from his uncertainty about his condition and 
financial situation although he denied immediate problems and 
was unable to talk about disturbing emotions. He was receiving 
his pay while in the hospital, had a job to return to and 
appeared to be making good progress at the time of the worker's 
second and last contact. 
Mr. Ee, a 33 year old, married clerk had two young children. 
He was referred for an exploration of his social situation due 
to the long hospitalization expected. When the social worker 
talked initially with Mr. Ee, he denied any problems. He was 
getting financial benefits from his place of employment and had 
a job he could return to. The worker continued contact with 
Mr. Ee throughout his two-month hospitalization. Mr. Ee enjoyed 
talking with the worker but kept the conversation on a super-
ficial level. As time went on, he became anxious to work, but 
stayed the necessary time for treatment and adjusted well to the 
hospital. He had close contact with family, friends, and 
employers. 
In the final case referred for a diagnostic social study, the 
referral was made for an exploration of the family situation due to 
the probable lengthy hospitalization. Mr. Ff was seen by the worker 
for a period of a year. 
Mr. Ff, a 30 year old married patient with two young 
children, was an electrical machinist in a Navy yard. Mr. Ff 
expressed concern to the social worker concerning his financial 
situation, but had difficulty in asking for help. He was •dis-
gruntled with himself, his condition, the doctors and hospital.n 
He talked easily to the worker, but superficially. He appeared 
to be in great conflict about his rol e as a dependent person. 
Although he had quite a bit of pain and fatigue for four to 
five months prior to hospitalization, he had worked steadily. 
The social worker gave supportive help to Mr. Ff during his 
hospitalization and interviewed his wife who tried to give the 
impression of taking their problems in her stride. The family 
was able to get along during this period with the worker 
arranging such aid as dental care for Mrs. F.f, and Mr. Ff 
.followed the prescribed treatment. They planned to move to 
the West when he was discharged. 
Referrals for casework help in adjustment to illness.--In this 
category of referrals, doctors referred the patients for help in 
accepting and adjusting to their illness or disability and treat-
ment. In the case of Mr. Gg, a 30 year old business student who had 
expressed determination to leave the hospital to go back to school, 
the referral request was for the social worker to help him accept a 
long hospitalization. 
Mr. Gg was single and had lived with an aunt who had 
brought him up. He had done publicity work for a dance hall, 
some writing and piano playing to pay for his schooling and to 
buy a new car, and was anxious not only to get back to school, 
but to keep up payments on his car. At first he related easily 
to the worker, and was almost manic as he talked. However, 
when he realized that he would have to stay in the hospital for 
a longer period of time, he withdrew from personal contact 
with the doctors, social worker, and hospital staff. He agreed 
to being transferred for psychotherapy and accepted the referral 
of the social worker for arrangements for financing his car and 
to Special Services for his known i nterest in the newspaper. 
The psychiatric consultant f ound a large emotional factor in 
his illness. 
Mr. Hh, a 40 year old lift-truck driver was referred to 
Social work Service for supportive help in planning through his 
hospital stay. He was married and had two children, ages ten 
and fifteen. The social worker found him to be a depressed, 
controlled person who glossed over his uncertainties, denied 
problems, and inhibited feeling. He was seen several times but 
the worker had little success in establishing any kind of a 
sustained relationship. He did stay in the hospital for the 
length of prescribed treatment and his family were able to get 
along on his sickness benefits and his wife's earnings. He was 
also referred by the doctor to a vocational counselor who 
arranged for a referral to the Massachusetts Division of Voca-
tional Rehabilitation. 
Mr. Ii, a 58 year old divorced carpenter who was unemployed 
on admission, was referred to the social worker because of his 
depression and lack of motivation toward activity. At first 
he appeared uninterested in talking about himself or plans, but 
as his condition improved he expressed interest in going to 
Florida and starting a paint store. The social worker talked 
with the vocational counselor, as Mr. Ii had not followed through 
his referral, and he was referred to the veteran's counselor in 
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his hometown upon discharge for further help in making voca-
tional plans. 
Mr. Jj, a 26 year old, single former automobile mechanic, 
was referred to the social worker for "supportive casework." 
He had many fears concerning his illness, greater dependency, 
and future plans. In a two month period, the social worker 
helped Mr. Jj to accept plans for finishing his training in 
cabinet making, to settle a case i n regard to an illegitimate 
child, to settle his financial situation, and to plan realis-
tically for making new contacts and friends. At the end of 
his hospital stay he became more optimistic about his future 
and had made realistic plans according to his disability. 
In these 34 cases many problems connected with the patients' 
illness and disability were brought to the social worker for case-
work help. Financial difficulties, arrangements for care of families 
during hospitalization, arrangements for care of the patient after 
discharge, referrals to outside sources for help and employment 
problems were referred for the tangible services which are part of 
the social worker's role and skill. In all of these cases we find 
that the social worker made an evaluation of the patient's personal 
and social adjustmen4 and attempted to help the patient in those 
areas where she saw the patient's need. 
There were also many referrals for an investigation of the 
patients' social situation where the doctors felt that the patients 
might need casework help because of the necessary periods of long 
hospitalization, change in £uture planning due to physical dis-
ability, need of future treatment, and indications of emotional 
disturbance. In at least a third of these cases, the referrals were 
indicated because of the patient's fears concerning his illness and 
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disability, depression, and unwillingness to accept the treatment 
plan. In these cases the social worker gave supportive help and 
provided those tangible social services which were indicated as well 
as helping the doctor in his evaluation of the treatment plan which 
would be most beneficial to the patient. 
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CHAPTER V 
CASEWORK WITH THE RHEUMATOID ARTHRITIC PATIENTS 
In this chapter, the problems of the rheumatoid arthritic 
patient as the patient and the social worker saw them and the help 
asked of the social worker and casework help given to the group of 
patients studied will be discussed. The material in the case 
summaries in Chapter IV is categorized according to the main problem 
areas presented to the social worker. These main areas are related 
to (1) emotional problems and difficulty in adjustment to the illness 
and handicap, (2) concern about physical condition and prognosis, 
(3) concern over period of hospitalization necessary for treatment, 
(4) need for nursing care following discharge, (5) need for making 
suitable living arrangements after discharge, (6) family problems, 
(7) employment problems, (8) financial need, and (9) concern about 
the method of treatment. 
The method of categorizing this material was to list under each 
of the four main categories the problems and casework services 
rendered from each case. The main problems were then grouped to-
gether as they appeared. These nine problems, as listed above, are 
all in relation to the problems of the illness. The writer listed 
those problems which she felt the caseworker presented as the primary 
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problems of the patient and the focus of the casework treatment. 
In some cases, particularly those whom the social worker saw over a 
long period of time, more than one main problem or casework service 
appeared. For this reason the lists of problems amount to more than 
the total number of cases. 
Because of the nature of the source of material, nonqualified 
data, and the fact that the writer was the only tabulator, the 
analysis is not intended to be a statistical count of the problems 
or casework services, but rather to indicate the trends of problems 
presented to the caseworker and the help given, as evaluated by the 
caseworker. Since the material used in this analysis has been .· 
presented in the case summaries,examples will not be given again. 
Other limitations are that the case r ecords did vary in the 
quantity of data given and the focus of recording. There is a pos-
sibility that in the original case histories a distinction may not 
have been made at all times between those needs actually presented 
to the social worker and those the social worker helped the patient 
to become aware of and deal with. 
No attempt will be made to evaluate the patient's total adjust-
ment as, again, the focus of the case histories varied according 
to the focus of the casework. 
Problems as the patient saw them and help reguested.--The patients 
were concerned about a variety of problems as can be seen in Table 8. 
Approximately 47 per cent of the patients were anxious about either 
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their present or future financial situation. Of these patients one-
half requested either advice or direct action of the social worker in 
obtaining financial assistance. Also, one patient requested help in 
obtaining dental care for his wife. 
Twenty-nine per cent were anxious about the length of hospitaliza-
tion because of their insecurity in future planning, separation from 
family, concern about family, and other reasons. In one instance the 
patient asked the social worker to help him by telling the doctor that 
he could not stay the required length of time. 
Other situations in which the patient asked help of the social 
worker are in one case where the patient was concerned about her 
physical condition and sought information about the illness from the 
social worker, in two cases where patients asked for help in obtaining 
a housekeeper, and in two cases where help was asked of the social 
worker in settling a legal case and obtaining a furlough for a brother, 
both of which are not necessarily connected with the illness. 
The main problems presented as the patient related them to the 
' 
social worker have been put into table form as the writer feels that 
this gives a better picture of the entire group. The problems are 
listed according to the frequency with which they occurred. 
Table 8. Problems Seen by the Patient (Multiple Coded) 
Number 
h~~s ~ 
Financial Need (present or future) 
Concern about Length of Hospitalization 
Employment hoblems 
Concern about a change of jobs and 
Uncertainty about ability to work. 
Inability to work (1) 
y 
(5) 
Patients 
16 
10 
6 
Emotional Problems and Difficulty in Adjustment to Illness 6 
Restlessness due to inactivity (3) 
Dissatisfaction with disability and self (3) 
Concern about Physical Condition and Prognosis 5 
Discouragement with prognosis (2) 
Concern about physical condition (3) 
Need for Making Suitable Living Arrangements 4 
A change necessary after hospitalization (2) 
Need of housekeeper after hospitalization (1) 
Difficulties related to climate (1) 
Family Problems 
Problems of wives of patients: 
Resentment towards husband and his illness (1) 
Difficulty in caring for husband (1) 
Patient's need for housekeeper for care of 
Children during hospitalization (1) 
Concern about Treatment Process (critical of) 
Need for Nursing Care Following Discharge 
Arrangements for nursing home (1) 
y Number of patients given in parentheses. 
3 
2 
1 
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Problems seen by the social worker.--The problems as the social 
worker saw them differ to some extent with those presented by the 
patient as might be expected. In at least 35 per cent of the cases, 
the social worker saw the patients' problems stemming primarily from 
emotional factors and difficulties in adjusting to the illness and 
disability, whereas only 18 per cent of the patients presented this 
concern to the social worker. Emotional difficulties were also 
evidenced generally by >the patients' inability to talk about his 
problems, inhibition of feeling in conversation, denial of existent 
problems, obvious depression, inability to seek help although ex-
pressing concern, inability to relate to the worker, withdrawal from 
contacts with others or isolation of self, and unrealistic planning 
in at least 41 per cent of the cases. 
Another noticeable difference in the social workers' diagnosis 
of the problems is in their evaluation of f i nancial need. In only 
12 per cent of the cases did the worker feel that the patients had 
realistic need for financial assistance or concern about ability 
to manage financially whereas 47 per cent of the patients were con-
cerned with this problem. 
In the other groups of problems related to the disease the slight 
differences in percentages of related concerns is not important 
other than the fact that in the eyes of the social worker and patient 
these were problems to the patient, problems which the social worker 
recognized and with which she tried to help. 
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Table 9. Problems Seen by Social Worker (Multiple Coded). 
Problems Number of 
Patients 
Emotional Problems and Difficulty in Adjustment to Illness 12 
Inactivity an underlying probl em (2) ~ 
Di ssatisfaction with self and depression (3) 
Conflicts about dependency needs (5) 
Lack of ambition (2) 
Employment Problems 
Necessity of change of jobs (3) 
Inability to work and desire to be empl oyed (3) 
Prolonged unemployment for treatment (1) 
Abil ity to work part-time only (1) 
· Concern about Length of Hospitalization 
Insecurity as a result (2) 
Anxiety about being away from home (2) 
Inability to accept this hindered treatment (3) 
Concern about Physical Condition and Prognosis 
Discouragement with prognosis (2) 
Insecurity due to physical condi tion (4) 
Preoccupa~ion with physical progress (1) 
Financial Need 
Realistic need of financial assistance (3) 
Realistic uncertainty about future finances (1) 
Need for Nursing Care Following Discharge 
Home care needed (1) 
Nursing home placement needed (2) 
Family Problems 
Patient a burden to her family (1) 
Wife's resentment towards caring for husband (1) 
Concern about Treatment Process 
Unable to follow treatment regimen (1) 
Critical of treatment (1) 
Need for Making Suitable Living Arrangements 
Need of housekeeper after hospitalization (1) 
!I Number of patients given in parentheses. 
SiCHO OL OF SOCIAL WOR~ 
LIBRARY 
8 
7 
7 
4 
3 
2 
2 
1 
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Casework services.--In seven cases neither the patient nor the 
social worker felt that there were problems which required the social 
worker's help. In eight of the remaining 27 cases the social worker 
was unable to help the patient with the problems which appeared to 
be present. In three of these eases patients were unable to make 
realistic plans in regard to' treatment and future planning. In five 
oases the social worker indicated that the patients appeared to be 
concerned about their situations and appeared to have problems, but 
did not desire casework help. In these instances the patients were 
able, to the knowledge of the social worker, to accept treatment 
and provide for their families, however. 
In the remaining 19 cases various services were given to the 
patients as listed in Table 10. This is not meant to be a complete 
list, as the evaluation of the support and counseling given by the 
social worker is not possible. This type of evaluation is only 
possible where the social worker commented on evidence of her help 
in the patient's adjustment. 
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Table 10. Casework Services (f\'\u It\ p\e. Ceded) 
Casework Services Number of 
Patients 
Help in Financial Planning g/ 
Arrangements made for patient (6) 
Advice to patient (4) 
Help with Emotional Problems and Adjustment to Illness 
Referral to agency for psychotherapy (1) 
Help in accepting and planning for treatment (3) 
Help in planning realistically for future (1) 
Help in Accepting Treatment 
Suggestion to doctor of further interpretation (2) 
History of patient's illness for doctor (1) 
Exploration of patients feelings to help doctor (1) 
Help with Employment Problems · 
Arrangement for outside employment counseling (1) 
Suggested referral to vocational counseling (2) 
Help in Arranging Nursing Care 
Arrangement for home care and nursing home (2) 
Contact with relative about Patient's house care (2) 
Help with Family Problems 
Help to wife in accepting patient's illness (1) 
Arrangements for housekeeper (1) 
Arrangements for wife 1 s dental care (1) 
Help in Adjustment to Length of Hospitalization 
Referral to Special Services (1) 
Help in Making Suitable Living Arrangements 
Arrangements for housekeeper (1) 
Miscellaneous Help 
Help in settling legal case (1) 
g/ Number of patients given in parentheses. 
10 
5 
4 
3 
3 
3 
1 
1 
1 
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CHAPTER VI 
SUMHARY AND CONCLUSIONS 
The social and emotional problems of the patient with rheumatoid 
arthritis in a hospital setting and the rol e of the social worker in 
helping these patients was studied by using 34 cases referred to the 
Social \Jork Service at the Boston Veteran 1 s Administration Hospital. 
The information used was taken from the social work service and 
medical records. These records were obtained by making a list of 
all patients discharged from the hospital with the primary diagnosis 
of rheumatoid arthritis and checking in the . social work service files 
to determine which patients had received social work help. The 
schedule in the appendix was used to compile the data on which the 
study is based. Hedical information given in the study was reviewed 
by a resident in internal medicine at the Boston Veteran's Adminis-
tration Hospital. The judgments concerning the casework were made 
only by the writer. 
Individuals with this illness have been found to have problems 
which often need the social worker's help. Rheumatoid arthritics 
usually have a chronic disease which produces physical handicaps. The 
known treatment for the disease is extensive and, if possible, 
requires long periods of hospitalization. There is no known cure for 
rheumatoid arthritis, but the crippling and painful effects of the 
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illness can be minimized. The illness occurs most frequently between 
the ages of 20 and 45, the productive years of life, and very often 
hinders the p~rson from continuing in a chosen occupation. Both 
physical and emotional stress and strain very often precede the onset 
and exacerbations of rheumatoid arthritis ~d it is believed by some 
that emotional factors actually cause the illness, which complicates 
the treatment of the patient and his•adjustment to his illness and 
disability. 
The hospital in which the study took place offers excellent 
opportunities for the patients' treatment. In the study of the 
characteristics of the group of rheumatoid arthritic patients hos-
pitalized from June, 1952, to October, 1955, and known to social work 
service, the writer found that the age range was from 24 to 79, with 
60 per cent of the patients in the age range of 24 to 43 and almost 
75 per cent having become ill before 43 years of age, the productive 
years. Almost half of the patients had had rheumatoid arthritis for 
ten years or more and approximately a third had had from one to four 
known previous hospitalizations. Because the hospital is for 
veterans, there was a high proportion of men, seven and-a-half times 
as many as women, whereas in the general population of rheumatoid 
arthritics in the United States there are three times as many women 
as men. About a third of the patients were hospitalized for six 
months or longer and almost a sixth were hospitalized over a year. 
In estimating the degree of physical disability which could be 
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expected from their medical records almost 25 per cent of the patients 
were found to have had little or no disability and would probably 
not have had to make drastic changes in their way of life. Almost a 
half of the patients were moderately disabled which indicated a change 
of occupation if physical labor had been required in previous jobs 
and a modification of their activity. The rest were handicapped to 
the point where they could not work and some could not take care of 
themselves. 
Only a small proportion of the patients were able to return to the 
same employment. These patients were in t he business, professional, 
clerical and sales occupations with the exception of one skilled 
electronics technician. Twice as many patients were able to work 
providing that they could change jobs or limit their activity in 
their jobs. About the same number of pati ents as the latter were 
unable to work. Of these a very small percentage were of retirement 
age; most were at the age where they would ordinarily be working and 
supporting their families. When they left the hospital twice as many 
patients were not able to work or work full time, or had to change 
their jobs compared with the number unable to work full time pre-
. vious to hospitalization. 
It was only necessary to place two patients in nursing homes and 
only three others found it necessary to change living arrangements. 
Before hospitalization 30 per cent of the patients depended on out-
side sources for financial help whereas over 50 per cent needed aid 
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during hospitalization (other than disability compensations). Only 
30 per cent of the patients and their families depended on their own 
resources or sickness benefits. Both the employment and financial 
condition of the group points out the social and economic loss pre-
cipitated by the arthritis. 
The role of the social worker in the hospital was described by 
presenting the cases and the reasons for referral to social work 
service. The problems which the patient discussed with the social 
worker and the services requested of the social worker as well as the 
social worker's diagnosis of the patients social and emotional 
problems and the help she was able to give were analyzed. It was 
found that an equal number of cases were referred for help in finan-
cial planning and discharge planning. These two groups accounted 
for almost two-thirds of the referrals. The next largest group of 
referrals were for diagnostic social studies to help the doctors in 
their treatment plans. These patients appeared to the doctors to 
have emotional or social problems. Another significant group was 
referred for casework help in the patient's adjustment to his illness 
and attitude towards it. A large majority were referred by the 
doctors with only three of the patients or their families directly 
requesting help. In these cases patients were often referred for 
an investigation of their situations because of the difficulties 
connected with the illness or apparent emotional difficulties 
without the patients' expressing need for specific help. A necessary 
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skill in these instances is the social worker's diagnostic ability. 
In 20 per cent of the referrals neither the patient nor the 
social worker felt that the patient had problems with which the 
social worker could help. In a slightly higher percentage of cases, 
the social worker recognized problems but was unable to help the 
patient with them because of the patients denial and resistance to 
help. In over half of the cases the social worker was found to have 
given tangible help with financial problems, arrangements for care 
of families during hospitalization, arrangements for the care of the 
patient after discharge, help in employment problems, family problems 
and adjustment of the patient to treatment and hospitalization. The 
social worker evaluated the patients' needs and offered services 
other than those originally requested. However, there was not a 
sufficiently full evaluation of the patients' adjustment recorded 
for an analysis of the groups' adjustment and the social worker's 
help in this. 
In these cases referred for social studies or explorations of the 
patients' social situation the social worker made an evaluation of 
the patient's situation and offered tangible services, counseling 
and -support to the patient. However, in most of the cases the 
patients denied problems and the worker had difficulty in forming a 
relationship. 
Eight main areas of concern to the patients were found by the 
social worker. In the order in which the social worker found these 
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problems to be of major concern to the patients and their families 
were emotional problems and difficulty in adjustment to the illness, 
employment problems, concern about the length of hospitalization 
necessary, concern about their physical condition and prognosis, 
financial need, need for nursing care following discharge, family 
problems, concern about the treatment process and need for making 
suitable living arrangements. 
In over a third of the cases the social worker found that emotion-
al problems and difficulty in adjusting to the illness were the under-
lying problems whereas, as might be expected, only a half of these 
patients recognized these as primary difficulties. Emotional dif-
ficulties were present to some degree in a larger proportion of the 
cases. Almost one-half of the patients were concerned about financial 
difficulties whereas the social worker found only a small number who 
had realistic need for financial assistance or concern about ability 
to manage financially. 
In this study of casework with patients with rheumatoid arthritis 
several sources of social and emotional problems and the casework 
services provided to help the patients with these problems have been 
determined in order to investigate the role of a medical social worker 
in a hospital setting in helping patients who are faced with many 
problems connected with illness and disability. Of particular im-
portance in this illness is chronicity, the fact that a large propor-
tion are young people, and that many have emotional problems which in 
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some way are manifested in physical symptoms and are difficult to 
treat. A further interesting study would be a comparison of the 
problems and casework with patients with rheumatoid arthritis with 
those of other diseases which appear to present the same combination 
of social and emotional problems. 
The original intent of the writer was a more complete evaluation 
of the patients' adjustments to their illness, the precipitating 
stresses, and the casework process in helping these patients. However, 
a study of this nature would require more structured sources of 
material and preferably live interviews which, with this particular 
diagnosis of patients referred to social work service, would have to 
extend over a longer period of time than the six months allowed for 
this study. Of help in evaluating adjustment would also be a follow-
up study of these patients after they had been discharged from the 
hospital. 
It is the writer's feeling that the social worker's role as part 
of the medical team in a hospital in working with this type of 
patient who presents problems in treatment, adjustment in living 
with a handicap and emotional problems needs a great deal of study 
with the purpose of more integration of functions of the various team 
members. 
The cases were presented according to the reason for and source 
of referral in order to present as fully as possible the problems 
of the rheumatoid arthritic patient and the social service activity 
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and function. The intent of this study was an investigation of the 
problems of the hospitalized rheumatoid arthritic in relation to 
social casework activity. For a more intensive study of the patients 
as a whole, the entire group of patients admitted to the hospital 
with this diagnosis would have to be made. An interesting study 
would be a comparison of those rheumatoid arthritics referred to 
social work service with those in the hospital not referred. 
Another limitation is the unique setting in which the patient, 
who is qualified by being a veteran of the United States armed 
forces, has free hospitalization and veteran 1 s benefits which reduces 
financial problems and gives hospital benefits needed by the patient 
not available to the total population. 
As has been cited by other studies, the rheumatoid arthritic 
patient faces many problems in the treatment of his illness, in his 
personal adjustment to the disabilities it imposes, and in his social 
adjustment to the necessary' limitations in employment, economic gain, 
family relationships, and living arrangements. These are areas in 
which the medical social worker has been found to help the pati.ent 
in accepting treatment and adjusting to his illness. She also has as 
her function and skill "an understanding of the dynamics of human 
behavior, an abilit y to translate this understanding as it applies 
to the individual patient, and special competence in guiding him 
toward maximal adjustment to his illness in the light of the limits 
1/ 
it imposes.lt 
J/ M. Field, £2• cit., P• 398. 
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APPENDIX 
SCHEDULE 
I. Social History 
A. Age 
B. Sex 
C. Marital Status 
D. Occupation and Education 
a. Training 
b. Employment 
E. Financial Situation 
a. Before Hospitalization 
b. During Hospitalization 
F. Living Arrangements 
a. Before Hospitalization 
b. Plans for after Hospitalization 
II. Medical Information 
III. 
IV. 
A. Diagnosis 
a. Acute 
b. Slo~ly Progressing Disability 
c. Characterized by Exacerbations and Remissions 
B. Nature of the Disability 
c. Date of Onset 
D. Prognosis 
E. Nature of Medical Care Needed and Treatment Plan 
F. Date of Admission to the Hospital 
G. Date of Discharge from the Hospital 
H. Previous Admissions for Rheumatoid Arthritis 
I. other Services 
Referral to Social Work Service 
A. Date of Referral 
B. Reason for Referral 
c. Source of Referral 
D. Date Case Closed 
Medical Social Problems 
A. Problems as Patient Sees Them 
a. Presenting Problem 
b. Other 
B. Problems as Worker Sees Them 
a. Presenting Problem 
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b. Other 
V • . Casework Services Provided 
A. Diagnostic Social Study 
B. Preparation of Client for Casework Service 
C. Casework around Specific Problems 
a. Financial Problem 
b. Attitude toward and Adjustment to Illness 
c. Personal and Family Relationships 
d. Employment Problems 
e. Legal Problems 
f. Housing Problems 
g. Other Family Problems 
D. Arrangements for Discharge Planning 
E. Arrangements for Further Treatment of Patient 
F. Collaboration or Integration of Services and Resources 
with other Disciplines or Professional Groups 
a. In Hospital 
b. Outside Hospital 
G. Work with the Family 
VI. Worker's Evaluation of the Situation 
A. Patient's Attitudes towards his Problem 
B. Patient's Readiness for Casework Help 
c. Worker's Evaluation of the Relationship 
D. Positive Factors in the Patient's Adjustment to his Illness 
E. Negative Factors in the Patient's Adjustment to his Illness 
F. Movement, if any, in the Casework Relationship 
G. Number of Contacts. 
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